to the urinary bladder, accompanied by at least one other urinary symptom, such as persistent urge to void or urinary frequency. 1 One common subset of PBS is interstitial cystitis (IC). IC traditionally is defined as a chronic sterile inflammatory disease of the bladder, with either glomerulations or a classic Hunner ulcer found on cystoscopy. IC is more common in women, with a median age at onset of 40 years. In recent years, the diagnostic approach to IC has become more dependent on symptoms and less reliant on cystoscopic evaluation and biopsy. [2] [3] [4] [5] PROSTATODYNIA There appears to be a significant overlap between the symptoms experienced by women diagnosed with PBS (with or without IC) and those of men with chronic prostatitis/chronic pelvic pain syndrome (CPPS). Active trigger points in internal and external pelvic regions that consistently reproduce specific patterns of referred pain in both men with CPPS and women with PBS have been identified. 6, 7 Up to 70% of men with symptoms of nonbacterial prostatitis and prostatodynia have glomerulations and submucosal hemorrhages when undergoing bladder distention under anesthesia, raising the possibility that some cases of prostatitis may actually be IC. The National Institute of Diabetes and Digestive and Kidney Diseases (NIDDK) classification of prostatitis has replaced the older terms nonbacterial prostatitis and prostatodynia with category 3 chronic prostatitis/chronic pelvic pain syndrome (CP/CPPS, or simply CPPS). Just as with IC, these patients have pelvic and genital pain, often associated with urinary and sexual symptoms, but no history of documented urinary tract infection (UTI). Given the overlap of symptoms, the NIDDK has proposed that Urologic Chronic Pelvic Pain Syndromes (UCPPS) be used as an umbrella term for CPPS and IC. 9 
PREVALENCE
The true prevalence of PBS is not known. In a population-based study of patients in primary care, the prevalence of PBS was between 0.45% and 12.6%. 10 A population-based study in Finland concluded that IC affects 0.3% to 0.68% of women. 11 Another study in the Pacific Northwest concluded that the prevalence of IC symptoms was between 6.2% and 11.2% in women, and 2.3% and 4.6% in men. 12 
PATHOPHYSIOLOGY
PBS appears to have a multifactorial etiology. 3 Some of the mechanisms cited include: immunologic mechanisms, uroepithelial dysfunction, mast cell activation, and neural inflammation. These mechanisms may be associated with the development of myofascial trigger points. Psychological factors can perpetuate these symptoms, with subsequent worsening and establishment of a chronic syndrome. 13 UTIs may trigger PBS in some patients. In a retrospective study of 314 women with recent-onset PBS, 18% to 36% of them had evidence of a UTI at the onset of symptoms.
14 However, neither bacterial nor viral DNA is found in bladder biopsies of patients with PBS/IC, making chronic infection an unlikely cause for this syndrome. 15 Some IC patients have increased bladder epithelial permeability, where the bladder glycosaminoglycan layer is damaged or defective, 16 exposing nerves to irritants within the bladder. Mast cells may be involved in the neurogenic inflammation observed in patients with IC, which leads to urinary frequency and detrusor overactivity. Increases in nerve growth factor have been detected in women with IC and men with prostatitis. 17 The pain associated with PBS appears to involve an alteration in bladder sensory physiology, such that bladder-afferent neurons respond in an exaggerated manner to normally innocuous stimuli (allodynia). 18 A small study of subjects with IC showed generalized hypersensitivity to deep tissue stimulation with lower thresholds, and tolerance of bladder, muscle, and ischemic stimulation compared with healthy subjects. In the same study, subjects with IC had more catastrophizing, a perception of decreased health, more somatic complaints, and increased vigilance to sensations. 19 Patients with PBS often have myofascial trigger points, with tension and tenderness of the pelvic floor musculature on physical examination. It is not known, however, whether these musculoskeletal abnormalities are a consequence of the lower urinary tract symptoms, or are a primary disorder that gives rise to secondary urinary symptoms. 20 Irritable bowel syndrome, IC, and other chronic pelvic pain (CPP) disorders often occur concomitantly, possibly because of neural cross-talk via the convergence of pelvic afferents. 21 This may occur at the level of the dorsal root ganglia, spinal cord, or brain. 22 
PATIENT PRESENTATION
A detailed history is extremely important in this clinical syndrome, because multiple etiologies need to be ruled out. Characteristics of the pain, location, radiation, timing, associated voiding symptoms (frequency, urgency), sexual history, sexual functioning, and comorbid conditions need to be discussed in detail with the patient.
In general, PBS patients report pain in the following locations: 83% suprapubic, 36% urethral, 21% genital, and 29% nongenitourinary. Many patients will report pain that changes locations and occurs in multiple sites. 7 Irritative voiding symptoms (urgency, increased frequency, nocturia, dysuria) and dyspareunia are common, and 84% to 90% of patients with PBS report worsening of pain with bladder filling. 3, 23 Burning and pain during urination occurs in 69% of patients. Pain may be described as aching, throbbing, tender, and piercing. Most women note that pain is worsened by touching, tampons, and intercourse. Some have worsening with urination or while riding in a car, 7 and some women report a pain flare at the time of the menstrual cycle. 24 
CLINICAL SYMPTOM SCALES
Several validated questionnaires are used to distinguish PBS from other urinary tract pathologies, although none is specific enough to be used as the sole diagnostic indicator. These tools also can be used to monitor the treatment efficacy of those who have already been diagnosed. 25 For women, these include
The O'Leary-Sant IC Symptom Index (ICSI) and IC Problem Index (ICPI) measure urinary and pain symptoms and assess how problematic symptoms are for patients with IC. 26 The Pain, Urgency, Frequency Symptom Scale (PUF, Fig. 1 ) collects symptoms and bother information in women. A PUF score of 13 or greater should prompt the physician to further evaluate the patient for IC. 
PAST MEDICAL HISTORY
The past medical history should be obtained, including the following: 13, 29 UTI history Sexually transmitted disease (STD) history History of bladder problems or known urological diseases Voiding dysfunction in childhood, including enuresis, urgency, increased frequency, or recurrent UTIs Sexual history Previous pelvic surgery or radiation Presence of allergies (systemic or dermatologic) Presence of autoimmune diseases History of cardiovascular conditions History of neurologic conditions Concomitant chronic syndromes (irritable bowel syndrome, fibromyalgia, migraine headaches, vulvodynia, chronic fatigue syndrome, low back pain) Psychiatric history, including depression, anxiety, obsessive-compulsive disorder, maladaptive coping, and social support.
RISK ASSESSMENT
Women tend to have a higher risk of PBS than men, with a female-to-male risk ratio of approximately 9:1. 30 Several recent studies and reviews have looked at the correlation between PBS and other chronic conditions. In a study published in 2009 by Warren and colleagues, 11 antecedent syndromes were diagnosed more often in those with PBS, the most common being fibromyalgia-chronic widespread pain, chronic fatigue syndrome, sicca syndrome, and irritable bowel syndrome. Other less commonly associated syndromes include migraine headaches, depression, and allergies. 31 Several studies have reported an association between IC and sexual, physical, and emotional abuse. 32 Familial occurrence of PBS is suggested by a study that found that adult female first-degree relatives of patients with IC may have a prevalence of IC 17 times that found in the general population. A greater concordance of IC among monozygotic than dizygotic twins also has been described. 3 Another group of researchers found an autosomal-dominant link in a cohort of families. 33 
SEXUAL FACTORS
Vulvodynia and dyspareunia are common among women with PBS. 34 Anticipation of pain with intercourse causes anxiety, and patients may try to avoid intimacy, putting strain on their romantic relationships. Depression also can occur as a result of the chronic pain, the impact the pain is having on the patient's life, or from shame and guilt due to current or past sexual experiences. There can be a connection with posttraumatic stress disorder (PTSD), leading to avoidance, hyperarousal, or reexperiencing difficult past encounters. 35 In a study of 122 vulvodynia patients, most (84%) had a positive Potassium Sensitivity Test, and 80% had urgency or increased frequency, leading the authors to conclude that the etiology of the patients' pain was in the bladder (IC), and that vulvodynia in many patients was likely referred pain from the urinary bladder. 36 In obtaining a sexual history, questions should be clear and direct: 37, 38 Many people with IC or painful bladder syndrome experience difficulty with sexual functioning. Is this a problem for you? Does the sexual problem happen all the time? How long have you had the sexual problem? Does the problem occur with masturbation? Do you have problems when your partner attempts penetration? Does the problem happen with specific activities? How does the problem affect your relationship? Could you point out where it hurts on this diagram of the genitalia? How does this sexual problem affect you? How is your partner affected by the sexual problem? Does the sexual problem cause you to withdraw from your partner? Does the problem cause you to refrain from sexual activity, including masturbation? What tests have you already had in the evaluation of your sexual health concern? What treatments have you already received, and what are the outcomes of the various treatments? NUTRITION PBS symptoms are influenced by food and beverages in 90% of patients. The most frequently reported bothersome items were caffeinated drinks, tea, carbonated and alcoholic beverages, fruits (tomatoes, grapefruit, lemons, oranges, pineapple) and juices (grapefruit, cranberry, orange, pineapple), artificial sweeteners, and spicy foods containing tomato products or hot pepper. Three quarters of patients in one study reported that larger meals caused more bladder symptoms than smaller meals. Some had symptom relief following the ingestion of alkalizing agents, such as calcium glycerophosphate (Prelief) or sodium bicarbonate (baking soda). 39 
MENTAL HEALTH
Depression and panic disorder are significantly more common in men and women with pelvic pain conditions. Patients with PBS also report worse quality of life in regard to mental health. They report significant sleep dysfunction, depression, anxiety, and stress compared with asymptomatic controls. Patients with PBS do more catastrophic thinking, have greater sexual dysfunction, and perceive lower social support than controls. These levels of stress and anxiety appear related to patient symptom severity. 40, 41 Helpful questionnaires 42 include the Patient Health Questionnaire (PHQ-9) (Fig. 3) , 43 which assesses depression and anxiety, and the Pain Catastrophizing Scale (PCS), 44 which measures negative thoughts associated with pain.
PHYSICAL EXAMINATION
The physical examination should include:
Abdominal examination for scars, hernias, areas of tenderness, masses, or organomegaly Musculoskeletal examination for kyphosis and abduction and adduction of the hips Skin examination for rashes or lesions Neurologic examination for motor strength and areas of increased or decreased sensation. Pelvic examination in women needs to be detailed, mapping areas of tenderness and grading the degree of tenderness: 29 Inspect vulva and introitus for areas of irritation, ulceration, desquamation, and signs of endometriosis or herpes. Palpate for tenderness of vestibular glands or vulvar skin. Look for vaginal spasms or tenderness during insertion and opening of speculum. Inspect for vaginal discharge, vaginal wall irritation. Check vaginal fornices for endometriosis. Inspect cervix for ulcerations or discharge. Do bimanual examination and palpate the whole pelvic floor musculature. Evaluate for tightness, tenderness, taut bands, or pain radiation that duplicates symptoms, particularly in the muscles and connective tissue lateral to the urethra. 45 Genitourinary examination in men also needs to be detailed and may include a pelvic examination in lithotomy position:
Inspect for lesions, asymmetry, and skin changes. Do a digital rectal examination (DRE) to evaluate for prostate changes and tenderness of prostate or anorectal area. Examine the muscles lateral to the prostate and in the urogenital diaphragm. Palpate for trigger points in the perineal body. 45 Palpate for tenderness of the bladder, prostate, levator, and adductor muscles of the pelvic floor. Palpate scrotal contents for tenderness or masses in the testis or epididymus. Inspect penis for meatal discharge, penile lesions, and balanitis. Measure postvoid residual urine with ultrasound. 46 
LABORATORY AND OTHER TESTING Voiding Diary
Patients should keep a 3-day voiding diary, recording volumes of intake and output, as well as voiding times and sensation at voiding.
Urine Analysis, Culture, Cytology
Urinalysis for blood, glucose, nitrites, and leukocyte esterase should be performed. If hematuria is present, further testing may be necessary to exclude other disease processes with which IC can be mistaken, including neoplasia. 47 The midstream urine culture for women and the two-glass test for men (urine cultures of initial stream before prostatic massage, and midstream after massage) should be performed to rule out infection. 42 If sterile pyuria is identified, an acid fast bacilli smear and culture to rule out tuberculosis (TB) should be performed in high-risk populations. Urine cytology is recommended on all patients. In a large study of patients diagnosed with IC, 1% actually had transitional cell carcinoma. 48 
Cystoscopy
The role of cystoscopy in diagnosing IC has become controversial. Although PBS is now considered a clinical syndrome, until recently cystoscopy was regarded as an essential diagnostic tool, and cystoscopy and hydrodistension under anesthesia were the gold standards for the diagnosis and initial treatment of IC. 3 To be diagnosed with IC, patients previously needed to have either glomerulations on cystoscopic examination or classic Hunner ulcer, and either pain associated with the bladder or urinary urgency. Some authors still advocate that a cystoscopic examination for glomerulations should be done after distention of the bladder under anesthesia to 80 to 100 cm H 2 O for 1 to 2 minutes, 3 looking for glomerulations, suburothelial hemorrhages, or ulceration. Any suspicious lesion should be biopsied. 46, 47 In Europe, biopsy findings that are accepted as positive signs of BPS are inflammatory infiltrates, granulation tissue, detrusor mastocytosis, or intrafascicular fibrosis. 49 Urodynamics A full cystometrogram may need to be performed to define the patient's bladder sensation, capacity, and compliance, and to rule out detrusor overactivity, significant hypocompliance, or bladder outlet obstruction. 46 A small study comparing overactive bladder (OAB) patients with those diagnosed with PBS showed that the urodynamic characteristics of the patients with PBS were significantly different from those of the patients with OAB. The PBS/IC group showed a greater premature filling sensation and decreased bladder capacity compared to the OAB group and were able to handle smaller urine volumes. 70% patients with OAB had involuntary detrusor contraction while IDC was not observed in the PBS/IC group. 50 
Potassium Sensitivity Test
In individuals with a healthy bladder, less than 3% will experience symptoms of urgency or pain in response to intravesical potassium; when they do, their reactions are mild. However, about 80% of patients with IC have a positive potassium sensitivity test. Their dysfunctional bladder epithelium allows potassium to diffuse into the bladder muscularis layer, causing an irritating effect that depolarizes nerve and muscle and leads to tissue injury. The potassium sensitivity test is considered positive if the patient assigns a grade of 2 or higher on either the urgency or the pain scales. 51 
TREATMENT
Only two treatments are currently approved by the US Food and Drug Administration for treating IC: oral pentosan polysulfate and intravesical dimethyl sulfoxide (DMSO), but many other treatments have been used. Treatment for patients with PBS should be addressed individually, based on the patient's most significant symptom(s). Often, patients will need a multisystem, multidisciplinary approach. The mnemonic UPOINT 40 can be helpful in individualizing therapy:
Urinary symptoms Psychosocial dysfunction Organ-specific findings Infection Neurologic dysfunction Tenderness of muscles.
Oral Medications
1. Amitriptyline 25 to 100 mg by mouth at bedtime appears to be safe and effective in the treatment of IC, resulting in a 64% response rate 52 and decreasing pain and urgency intensity. Patients need to be counseled about anticholinergic adverse effects, with mouth dryness being the most common. Dose should be increased gradually, and the lowest effective dose should be used. 53 2. Pentosan polysulfate sodium (PPS) 300 mg by mouth three times daily has been
shown to improve quality of life in some patients. 54 Studies (supported by the manufacturer) concluded that initiation of PPS treatment within 6 months of establishing the diagnosis of IC may be associated with greater improvement. 55 3. Cyclosporine A 1.5 mg/kg twice daily was shown to be more effective than PPS but caused more adverse effects. 56 4. Cimetidine 400 mg twice daily was shown to be slightly better than placebo in a small study. 57 5. L-arginine 500 mg three times daily was found to show some improvement in pain and urgency in a subset of patients with bladder capacity of 800 mL or larger. 58 6. Hydroxyzine 25 to 75 mg at bedtime has been used alone or combined with PPS, but studies have not shown that it provides significant benefit. 59 7. Prednisone, dosed at 25 mg daily for 1 to 2 months, then tapered to the minimum required for relief of symptoms, can be used for patients with severe ulcerative IC. 60 8. Muscle relaxants can be used to address the cycle of tight muscles and hypertonic muscular states of the pelvic floor. Myorelaxant drugs such as metaxolone and cyclobenzaprine generally have been shown to be beneficial for myofascial pain. Tizanidine can be beneficial for muscle spasticity and secondarily for myofascial pain. 61 9. Pregabalin has been beneficial for patients with a significant myofascial pain disorder as well as neuropathic symptoms, such as burning. 62 10. Montelukast 10 mg daily, evaluated in a pilot study published in 2001, showed some promise in the treatment of IC, but further clinical trials have yet not confirmed the initial findings. 62 11. Duloxetine, a 5-HT and NA reuptake inhibitor with low activity on dopamine reuptake, showed no favorable therapeutic results in the treatment of PBS patients. 63 It is important to note that 67% of 104 patients in a recent study have reported that some oral medications made their symptoms worse, including antibiotics, aspirin, ibuprofen, and decongestants. 39 
Intravesical Medications
A recent Cochrane review of the effectiveness of six intravesical treatments for PBS/IC (resiniferatoxin, dimethyl sulfoxide [DMSO], Bacillus Calmette-Guerin [BCG] intravesical immunotherapy, pentosan polysulfate, oxybutynin, and alkalinization of urine pH) concluded that the evidence behind the use of most intravesical preparations is limited. 64 1. DMSO is a readily absorbed solvent that is a byproduct of the wood pulp industry. It is the only agent approved in the United States for intravesical treatment of IC. Its pharmacologic properties include rapid membrane penetration, enhanced drug absorption, anti-inflammatory action, analgesic action, collagen dissolution, muscle relaxation, and mast cell histamine release. It appears to desensitize nociceptive pathways in the urinary tract. Its most common adverse effect is a garliclike odor in the patient's breath. It is administered intravesically, 50 mL of 50% DMSO with 10 mg of triamcinolone, 40,000 units of heparin, and 44 mEq of sodium bicarbonate. 3 2. Heparin appears to act by mimicking the activity of the bladder's own mucopolysaccharide lining and has anti-inflammatory effects. Administration of 10,000 U of heparin in sterile water, either alone or with DMSO, at varying intervals, provided good results according to observational studies. A solution of 40,000 U heparin, 2% lidocaine, and 3 mL 8.4% sodium bicarbonate, administered intravesically used three times a week for 2 weeks, can provide relief of voiding symptoms, pain, and dyspareunia in patients with IC. 65 The symptom relief appears to last beyond the duration of the local anesthetic activity of lidocaine, suggesting a suppression of neurologic upregulation. 4. Sodium hyaluronate (a phosphate-buffered saline solution with 40 mg sodium hyaluronate weekly) provided 85% of patients with improvement in voiding symptoms and pain, and 55% remained with no pain or minimal bladder symptoms after therapy; 34% continued to monthly therapy. 3 5. Chondroitin sulfate instilled weekly for 20 weeks, then monthly for 3 months, improved urinary symptoms. 6. Pentosan polysulfate, 300 mg twice weekly in 50 mL of normal saline intravesically, has shown modest response. 3 7. Intravesical BCG immunotherapy appeared promising in some studies, 68 but other studies found that the benefits of BCG were minimal, or argued against routine use of BCG immunotherapy in IC patients, even if it had an acceptable safety profile. 69, 70 8. Resiniferatoxin, a capsaicin analog and vanilloid receptor agonist, is being considered as a new intravesical strategy for IC. Further studies are pending. 71 
Topical Medications
Lubricants and moisturizers (eg, Astroglide, Replens, and Femglide) can improve orgasmic function in patients with complaints of vaginal dryness and dyspareunia, without any long-term safety concerns. 72 Patients who are trying to conceive should be made aware of their effect on decreasing sperm motility. 72 Plain petrolatum (Vaseline) will benefit some patients. 73 Topical anesthetics can be used immediately before intercourse to relieve pain. 72, 73 Lidocaine ointment 5% or lidocaine jelly 2% can be applied as required for symptoms and 30 minutes before sexual activity. Male sexual partners may experience penile numbness and should avoid oral contact. 73 Estrogen vaginal cream can be helpful for postmenopausal women who have dyspareunia related to atrophy. 74 A very small study of Zestra (a lubricating oil with herbal ingredients) showed it can improve sexual experience in women due to increasing blood flow to the genital area when applied directly to the mons pubis in patients with IC. The effects can last 45 minutes. 75 
Herbal Therapy
Oral herbal preparations have been used as a treatment alternative for patients with PBS. A pilot study used the herbs cornus, gardenia, curculigo, rhubarb, psoralea, and rehmannia in a tea twice a day for 6 days a week for 3 months, then once a day. Of the 25 patients studied, 61% had a significant decrease in pain at 4 weeks, and an additional 22% had a significant response at 3 months. More research is needed in this area. 76 
Physical Therapy
A randomized multicenter pilot trial showed benefit of manual therapy in treatment of urologic chronic pelvic pain syndrome. 20 Pelvic floor manual therapy for decreasing pelvic floor hypertonicity can effectively ameliorate the symptoms of the urgency/ frequency syndrome and IC in 70% to 80% of patients. 45 
Psychosocial Therapy
Psychotherapy with a certified psychologist, psychiatrist, or social worker can be beneficial. Interventions aimed at increasing adaptive coping, such as guided imagery, appear to positively impact the female experience with IC. 77 Relaxation techniques, diaphragmatic breathing, progressive muscle relaxation, exercise, self-visualization, and self-hypnosis have been shown to be effective in reducing stress. 76 National support groups are also available, including the Interstitial Cystitis Association and the Interstitial Cystitis Network.
Sexual Therapy
Sexual functioning has been identified as a strong predictor of physical quality of life and as the only strong predictor of mental quality of life in patients with severe IC. 78 Patients can be taught self-care strategies, such as emptying the bladder before and after sex, avoiding prolonged intercourse, minimizing pressure on the urethra, engaging in outercourse, cleansing after sexual activity, and taking pain killers or antispasmotics before engaging in sexual activity. Patients also should discuss with their partner their goals for expressing intimacy. Therapists can evaluate the patient's level of knowledge and help patients redefine normal and adequate sexual functioning with this condition. Treatment can start with nonintercourse exercises, where patients use film, erotic reading, and self-stimulation to learn what they can tolerate. Therapy can reintroduce sexual thought into patients' lives and help them feel sensual and sexual again. Sexuality in the IC patient is best managed by decreasing pain and by using a sex therapist to identify and treat desire, arousal, and orgasmic disorders. 76 
Dietary Modifications
Surveys have reported that dietary modifications are the fourth most common therapy patients choose. There are no controlled studies in regards to diet, but a reasonable approach is to have the patient implement a diet that for 2 or 3 months eliminates all the proposed beverages and foods that exacerbate PBS symptoms, and then add them back in one at a time. 79 Other Treatments 1. Sacral neuromodulation is effective in the treatment of refractory urgency and increased frequency caused by PBS. 80 2. Laser ablation of Hunner ulcers in a small study was reported to provide symptomatic relief for patients with PBS/IC previously refractory to medical treatment. The reduction in pain lasted for over a year, but half of the patients experienced relapse and had to be re-treated. 81 Cystectomy with urinary diversion and bladder augmentation is considered to be a last-resort treatment option reserved for severe cases when all other approaches have failed. 82 3. Local anesthetics, such as Lidocaine or Marcaine 1 to 3 mL without epinephrine can be injected into trigger point areas in the pelvis. Typically a series of three to five injections is used, with increasing sustained relief after each injection. 60 4. Botulinum toxin type A (Botox) 80 U (20 U/mL) injected into puborectalis and pubococcygeus muscles under conscious sedation was no more effective than placebo in improving quality of life or reducing pain. 83 5. Bladder training can extend the voiding interval by inhibiting the urge to urinate, and it has been successful in some patients. Progressive increases in the voiding interval by 15 to 30 minutes every 3 to 4 weeks can result in a decrease in frequency, nocturia, and urgency. 76 
CARING FOR THE PATIENT WITH PBS
Quality-of-life studies suggest that PBS patients are six times more likely than individuals in the general population to cut down on work time due to health problems, but only half as likely to do so as patients with arthritis. 3 Several illnesses are associated with PBS: migraine, asthma, fibromyalgia, incontinence, chronic fatigue syndrome, and vulvodynia. 84 The combination of any of these illnesses can be challenging to manage and control. Women with PBS report global deficits in quality of life compared with healthy controls, and they experience greater depressive symptoms. 85 The quality of life of patients with PBS is affected by chronic pain, sexual dysfunction, and difficulty sleeping, and most patients need a multisystem, multidisciplinary approach. The primary care physician, as the leader of a patient-centered medical home, can offer the strongest support to patients by enlisting appropriate members of the team to aid patients in their self-management. A patient-centered team may include the primary care physician, urologist, counselor, physical therapist, pharmacist, nutritionist, social worker, and sexual therapist. The team needs to be ready to help patients who present for the management of IC flares. 86 PBS is recognized as a serious medical condition associated with significant disability. Because many of the modalities used to treat this syndrome can provide only inadequate or short-term relief, continuous support of these patients is paramount. A team-based approach that can offer the patient all the modalities mentioned is necessary to decrease anxiety, depression, and recurrence of problems.
